
HEALT}I IHSURAHCE CUUM FORM
Send Completed Claim Form To:
Blue Cross and Blue Shield of l l l inois
P.O. Box 1220
cHtcAGO, tL 60690-1220

PLEASE PBINT ORNPE CLEARLY

RELEASE oF INFoRMATIoN: I certify that the above information is correct and that the bitls attached were incurred by the patientl isted above' I authorize any medical professional, hospital, medical or medically related facil i ty, pharmacy, gou".nn1"nt ;;""* 
'

insurance company' or other person or f irm to provide Blue Cross and Blue Shield information, including copies or records,concerning advice, care or treatment provided the patient above including, without l imitation, infsrmation relating to mental i l lness,use of drugs or alcohol, upon presentation of the original copy of this signed authorization. I understand that such inforqgtion wil l beused by Blue Cross and Blue Shield for the purpose of waluatingi claim for insurance benefits for services provided to the patient namedabove' I understand that I or any authorized representative will receive a copy of this authorization upon request. The authorization is validfrom the date signed for the duration of the claim.

Sign
Here

NOTICE TO ALL PARTIES COiVIPLFIING THIS FORM: It is fraudulent to fill out this form with informarron
you know to be false or to omit important facts. Criminal andlor civii penaities can resuit from such acts.

lD NUMBER '- copy this from your Brue cross and Brue shierd rdentification card.

I ^ l t
-  t V t

JDEI.ITIFICATION NUMBER: I

d ,e.O,i[D ltjc" o0
PATIEHT lNFoRfulATIoN -- A separate craim form must be compreted for each family member.
PATIENT'S FULL LEGAL NAME (Last, first, ViCOte tnitiar) SOCIAL SECUFiW NUMBER: DATE OF BIRTH

M o n t h r D a y , y e a r

PATIENT lS: o Member D Spouse ! chiid orHER, please exprain rerationship:
IF CLAIM IS FOR CHILD 19 OR OLDER - IS CHILD: A full time student? D yes D No Handicapped? O yrs 

- 
- tto

I MAKE PAYMENT TO THE pROVtDER (hospital, doctor etc.), OR

! MAKE PAYI,4ENT TO MEMBER, the provider has been paid

u E u a E o  t N l t r n o i / ^ T r n ^ l

lvlEN'4BER (PoLlcY HOLDER) NAME: (As shown on your Brue cioss ano Blue Shierd SOCIAL SECURITY NUMBER:

_ _ _ / _  / _  _ _
DATE OF BIRTH

IF COVERAGE IS THRU
YOUR ET,4PLOYER, PROVIDE

GFOUP (EMPLOYER) NAtr,4E:

IS CLAIM FOR AN ACCIDENTAL INJURY? lS THIS A WORKERS COt\4PENSATION CLAIM? DATE OF ACCIDENT:
u  r c s  !  t \ o

C)MPLETE BELOW /F N,ON-ACC[BqAL /rVJi1,'Ry Otr /LLNFSS
DATE FIRST BRIEFLY DESCFIEE THE CONDIM

(You can usualiy copy the diagnosis or description of seruice from the orovider bil l .)

OTHER IT{SURANCE INFORMATION
Are the reanyoTHERmed ica |bene f i t saVa i | ab Ie toyou , yo , , spo , . " , o r you rdependen t , f , o . o
OTHEF Employer, Labor or professional Organizations, ichooi, etc.l

POLICY HOLDER IS: l Member ! spouse

INSURANCE CARRIER NAME:
ctrr tru I  lvtr  uA I  I

PHONE NUMEER:
L__f_

BB-2 Rev.3/00 ature of Member
Date
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